ABSTRACT Objectives: Internationally, general practitioners (GPs) are being encouraged to take an active role in the care of their patients with obesity, but as yet there are few tools for them to implement within their clinics. This study assessed the self-efficacy and confidence of GPs before and after implementing a weight management programme in their practice.
Interventions:
The Change Programme is a structured GP-delivered weight management programme that uses the therapeutic relationship between the patient and their GP to provide holistic and person-centred care. It is an evidence-based programme founded on Australian guidelines for the management of obesity in primary care.
Primary outcome measures: Self-efficacy and confidence of the GPs when managing obesity was measured using a quantitative survey consisting of Likert scales in conjunction with pro forma interviews.
Results: In line with social cognitive theory, GPs who experienced performance mastery during the pilot intervention had an increase in their confidence and selfefficacy. In particular, confidence in assisting and arranging care for patients was improved as demonstrated in the survey and supported by the qualitative data. Most importantly from the qualitative data, GPs described changing their usual practice and felt more confident to discuss obesity with all of their patients.
Conclusions: A structured management tool for obesity care in general practice can improve GP confidence and self-efficacy in managing obesity. Enhancing GP 'professional self-efficacy' is the first step to improving obesity management within general practice.
Trial registration number: ACTRN12614001192673;
Results.
BACKGROUND
Throughout international healthcare systems, obesity has become an increasingly important risk factor for the development of chronic illness. The global prevalence of diabetes alone has risen from 4.7% in 1980 to 8.5% in 2014, primarily due to obesity rates. 1 Obesity has an impact on the health of an individual, physically and psychologically, as well as increasing community healthcare costs and indirect economic costs. 2 Approaches to assist people who are living with obesity are clearly needed.
General practitioners (GPs), also known as family doctors, have a vital role to play in health promotion for their patients. [3] [4] [5] Internationally, health promotion is a fundamental component of specialty training programmes for GPs. [6] [7] [8] [9] GPs are expected to promote lifestyle measures that prevent disease and enhance health and have demonstrated previous success in this goal. For example, GPs have been instrumental in the reduction in smoking rates 10 and administration of immunisation programmes, 11 and are a respected source of nutrition advice. 4 12 GPs regularly provide lifestyle advice to patients when managing chronic illnesses such as diabetes, heart disease and arthritis. 13 The majority of obesity management interventions in primary care focus on the GP delegating appropriate care to other health practitioners or into external services. 14 Despite this, there are many reasons why an Strengths and limitations of this study ▪ The study used social cognitive theory which has been broadly studied in the health promotion setting. ▪ The management of obesity is an important issue in the primary healthcare setting. ▪ The mixed methods approach, using quantitative survey plus qualitative interviews, strengthens the study. ▪ The small sample of self-selecting general practitioners is a limitation of the study.
individual patient may prefer to see their GP for obesity management rather than an external provider. Cost, patient preference and, particularly in rural settings, access and availability are recognised as factors influencing patient preference for management within general practice. 5 However, with respect to obesity management, GPs have reported low confidence in their ability to have an impact on their patients' outcomes. 15 Reasons for this include lack of consultation time, feeling poorly trained in this clinical area and being unconvinced that their intervention will change patient behaviour. 15 The '5As' is generally the approach recommended to GPs for structuring the management of patients living with obesity. 16 This framework encourages GPs to 'Ask' permission from the patient, 'Assess' the individual, provide 'Advice' on health impacts and treatments available, 'Agree' with the patient on the best way forward and 'Assist' them in accessing the services they need. 16 A cross-sectional analysis of consultations using the 5As approach has demonstrated that GPs are less likely to 'Assist' and 'Arrange' and more likely to only 'Ask' and 'Assess'. 16 It is reported that patients who receive care that includes the 'Assist' and 'Arrange' components of the 5As framework are more likely to change their behaviour. 17 Thus, it is suggested that GPs require support to provide care that incorporates all five 'As'. Although this framework may be simplistic and is undoubtedly influenced by a patient's motivation to change, 18 it continues to be the most referenced approach in the literature. 16 Social cognitive theory (SCT) links self-efficacy to an individual's health behaviours and lifestyle. 19 Traditionally, it is used in health promotion fields to explain a patient's ability to start and sustain new habits. Change occurs through a patient's belief that they can perform the required new behaviour (efficacy expectation) and that this new behaviour will lead to the desired health outcome (outcome expectation). The strongest influence on self-efficacy is 'performance mastery', in which the experience of having a successful outcome from a personal action provides confidence in one's ability. 19 GPs provide interventions that enhance 'patients' selfefficacy' to achieve behaviour change. It is probable that GPs with low confidence in providing an intervention would have difficulty in supporting patients to take control of their own health. Confidence is distinct from self-efficacy in that self-efficacy is a concept bound in theory that describes levels of belief as well as capability, whereas confidence is a non-specific term for describing someone's belief in a thing. 20 The likelihood of patient behaviour change is therefore related to the GPs' 'professional self-efficacy' to deliver an intervention. For that reason, it is important to address GPs' 'professional selfefficacy' as a precondition for promoting self-efficacy in patients.
SCT can also provide a useful theoretical framework for understanding GPs' views on obesity management. 19 A GP who has low self-efficacy to assist patients is likely to be heavily influenced by their previous experience of poor outcomes. 15 Efficacy expectation from SCT can be used to describe the GP's belief that they have the skills to provide obesity management for a patient. Outcome expectation from SCT can be related to the GP's belief that their management will lead to patient behaviour change. We hypothesise that providing GPs with a 'performance mastery' experience is likely to affect their self-efficacy for assisting patients living with obesity.
The Change Programme is a GP-delivered weight management programme that was developed based on Australian guidelines 21 for the management of obesity in primary healthcare. 22 The programme consists of a GP handbook, patient workbook and computer template. 23 The suggested schedule is appointments every 2 weeks for 3 months followed by less frequent consultations for up to 2 years. The Change Programme is based on one of the pillars of general practice-'patientcentredness'. For this reason, there are no directive patient goals. For each patient, the GP works with them as an individual. Some will have goals around physical activity, nutrition, for others, it will be time management and social connection. The programme is based on principles of self-management 24 in which the enhancement of a patient's ability to self-care reduces the consequences of living with a chronic illness, and capitalises on the therapeutic potential of being cared for by a regular health practitioner. 25 The aim of this study was to describe the impact of participating in a pilot intervention for obesity management, The Change Programme, on the self-efficacy and confidence of Australian GPs.
METHODS
This mixed methods study of GP self-efficacy was embedded within a 6-month pilot study of weight management in general practice. The ANU Human Research Ethics Committee approved this study. Informed, written consent was obtained from each of the participants. Approximately 700 local GPs on the contact list of the academic unit of general practice were invited to participate in the study. We aimed to recruit 10 GPs working in 5 different general practices for this initial pilot study and this was achieved within 4 days. We recruited GPs in the order that they expressed interest. Once five general practices were recruited, we ceased accepting expressions of interest. Within these 5 general practices, 12 self-selecting GPs were recruited and then each recruited at least 2 adult patients from those that presented to their practice for any reason.
The patients initially attended appointments every 2 weeks, with less frequent appointments as the programme continued. The patient handbook contains factsheets with information on obesity, worksheets based on cognitive-behavioural therapy and mindfulness, nutritional and physical activity diaries, and worksheets to record goal setting. The consultation content was directed by individual patient needs and included nutrition, physical activity and behavioural support management (eg, stimulus control, goal setting, self-monitoring, cognitive restructuring, problem solving). The GPs were not directed as to whether they should complete the patient handbook within consultation time, or set it as work to do between sessions. The GPs were not offered any training beyond the written handbook as in earlier qualitative work GPs stated they did not want a programme that required additional training. 23 Evaluation of the study outcomes included a quantitative survey consisting of Likert scales in conjunction with pro forma interviews. The GPs were also asked to complete a survey containing questions related to selfefficacy, each rated on a four-point Likert scale. A fourpoint Likert scale was chosen to avoid having a middle response. The survey was based on validated tools for self-efficacy [26] [27] [28] and has been published in full previously. 15 Likert net stacked distribution graphs were used to compare the pre and postsurvey results as they provide an excellent graphical representation of data. Hypothesis testing was not completed due to the small sample size and the graphs should be considered as descriptive, non-inferential statistics of change.
The survey was used as a platform for interviews conducted with GPs at the initiation and conclusion of the pilot intervention; changes in the GPs' confidence, clinical practice and sense of self-efficacy were discussed. Pro forma interviews were conducted by a GP researcher in a location convenient to the GP participants. The interviews were audiotaped and transcribed verbatim by a professional transcribing service. Two authors (ES, NE) independently reviewed deidentified transcripts in Microsoft Word for three preidentified themes: confidence, self-efficacy and change in clinical practice. These themes were based on SCT and the pro forma interviews were structured to gather this information. The only other information that was offered in the interviews was possible improvements to The Change Programme and this has been presented elsewhere. 29 The review findings were discussed between the two authors until consensus was reached.
The qualitative results related to GP self-efficacy at the beginning of the pilot have been previously reported. 15 This paper will report on the self-efficacy questionnaire responses from the GPs at the beginning and end of the 6-month pilot, as well as the qualitative interview data from the end of the pilot.
RESULTS
The 12 GPs practised in 5 different general practices, 1 rural and 4 urban, and had between 4 and 30 years clinical experience. One GP went on unexpected leave and did not recruit any patients, while another GP recruited three patients. All of the GPs who recruited patients were interviewed and completed the survey at the end of the trial.
There was an improvement in the Likert scale values across almost all indicators (see figures 1-3) in the postpilot surveys. In each figure, the median response is indicated by the black line and the width of the coloured bar represents the mode. Outcome expectations, in which the GP is confident that their approach to obesity will lead to better health outcomes, are demonstrated in figure 1 . Both the median score for the GPs' perceptions that counselling made a difference to patient behaviour and the median score for belief that the GP can empower a patient to change their behaviour indicated improvements in GPs' expectations of outcomes.
Efficacy expectations, in which the GP is confident that they can assist a patient to change their behaviour, are demonstrated in figures 2 and 3. Figure 2 focuses on the 'Assess' and 'Advise' phases of the 5As framework with improvement in the number of GPs who agree or strongly agree, particularly for nutrition counselling. Figure 3 has items relating to the 'Assist' and 'Arrange' phases of the 5As with improvements in the median Likert score across all questions, including identifying barriers, tailoring a plan to an individual and addressing obstacles to change.
The qualitative interview data supported the survey results with most GPs reporting an improvement in their overall confidence when managing patients with obesity.
I think I'm more confident to know where to start in assessing the patient in terms of sort of things that are contributing to overweight and obesity, and their readiness for change, and then starting to set some goals with them and working towards those goals, and being able to give them more specific suggestions for change and what they might work on. (GP-D) Specifically, some GPs stated that the access to a structured toolkit helped them to feel more confident in their management.
I think it's given me some [confidence]…perhaps some more tools and resources, which has been helpful.
The GPs also reported an improvement in self-efficacy for obesity management. This was due to seeing changes in their patients which then gave them confidence in the work they were doing. That's the main thing that I'm going to change in the future, is just a more regular quick face-to-face interaction, so they feel accountable. (GP-P) Additionally, some GPs reported that they had already changed their practice with other patients who were not engaged in the pilot trial. Some GPs reported feeling more comfortable talking to other patients about obesity, and applying some aspects of The Change Programme to other patients.
I'm also taking a lot more waist circumferences now. And I'm weighing people more. In general in my practice… I used to be a little bit uncomfortable with it, and now I'm more comfortable saying do you mind hopping on the scale, let's see what you weigh. Doing a waist circumference … And then opening up the conversation…and people are actually relieved and grateful when you do that for them. And I guess before I thought they would be more embarrassed or upset, when they're not, that's what they want. They talk to me about it. (GP-SP)
DISCUSSION
We have shown an increase in GPs' confidence and selfefficacy by providing them with a structured toolkit for the management of obesity. This increase was demonstrated in the results from the quantitative survey as well as the qualitative interview data. In the interviews, GPs identified the structure and support provided by The Change Programme materials as the key reason that they felt more confident after the pilot intervention. This improved confidence is consistent with efficacy expectations in SCT which describes a person's belief that their actions will be effective in leading to behaviour change. In this case, the GPs' actions working with a patient, resulting in the patient's behaviour change.
The most encouraging result was the change in usual clinical practice reported by the GPs in the interviews. They reported using their skills from the pilot trial with other patients outside the research setting. They were more confident to ask and assess patients for obesity management knowing they had skills to offer. This 'performance mastery' experience for the GPs fits with SCT. The GP has had a positive experience managing a patient with obesity leading to increased GP 'professional self-efficacy' to assist patients to change their behaviour. This has flowed into regular daily practice with the GPs reporting increased ease in discussing obesity and management options with patients who were not part of the pilot study.
It is notable that the 'Assist' items (related to goal setting, identifying barriers and using motivational interviewing techniques) on the questionnaire showed the greatest change in GP confidence. This is possibly due to the structured approach provided by The Change Programme that gave the GPs a new process for working with patients. It has been found in other obesity intervention studies in consultations that progress to the 'Assist' and 'Arrange' stages of the 5As framework are associated with the greatest patient lifestyle change. 16 30 The improvement in GP confidence seen with The Change Programme leads to the GP feeling more comfortable initiating conversations and discussing management. This is the initial, critical step on the path towards facilitating actual patient behaviour change. 31 Often interventions to improve GP care of patients with obesity focus on encouraging GPs to ask their patients for permission to talk about obesity. 14 17 30 The approach of our pilot intervention was somewhat different where we supported GPs with the 'Assist' and 'Arrange' parts of the framework and in doing so, some GPs found their increase in confidence led to them talking to more of their patients about obesity. This alternative approach may be more successful in empowering GPs to speak to more patients about obesity as they are confident and have self-efficacy for managing patients with obesity.
The generalisability of these findings is limited by the small sample of self-selecting GPs and it is likely these GPs have a particular interest in obesity care. Further work on the effectiveness of The Change Programme should aim to recruit a broad range of GPs in different styles of practices to ensure that the programme applies to a variety of practitioners. The improvement in GP selfefficacy and confidence seen in the quantitative survey which was then supported by the qualitative data is a strength of this study.
The Change Programme focuses obesity management within the general practice setting. It is reliant on a strong therapeutic relationship between a patient and their GP. In some international primary care settings, this approach is not in line with current trends of GP care being delegated to other professionals or entirely moved out of the GP care space. 32 Our findings that GP self-efficacy can be improved and their practice changed using a structured approach to obesity management are noteworthy, and the principles could be applied to suit local settings. Further study is needed to determine the cost-effectiveness of reducing fragmentation of care and whether GPs can deliver improved outcomes over the longer term for patients with obesity.
This study provides a unique insight into the possibility of changing GPs' confidence and self-efficacy for obesity management by providing them with a structured tool. By assisting them to achieve a 'performance mastery' experience, the GPs' confidence levels were improved to a point where they offered more to their patients outside the research setting. It is possible to improve GPs' confidence and self-efficacy for obesity management using a structured management programme.
